The characteristic clinical and histological features of three cases of malignant eccrine poroma are discussed, in addition to the metastatic disease that had occurred in two cases. These cases were compared with previously reported cases of malignant eccrine poroma that had metastasised, and it is suggested that a strict classification of malignant eccrine sweat gland tumours should be made. Despite multiple superficial doses of radiation to the affected areas, by 1980 the tumour covered most of the left buttock and extended on to the thigh. The tumour consisted of hyperkeratotic nodules, which were confluent in many areas. There was pronounced surrounding erythema. On the posterior thigh there was a large erythematous papillomatous plaque from which many warty excrescences protruded. In some areas the nodules were smooth and translucent; in other areas they were eroded or ulcerated. There was oedema of the left leg and genitalia. A further biopsy specimen showed malignant eccrine poroma.
A caucasian man first noticed a warty area on the left buttock in 1974, when aged 51. This gradually increased in size over the next five years, until he presented in 1979 with a scaling warty eruption affecting most of the left buttock. Biopsy specimens indicated intraepidermal squamous cell carcinoma. Despite multiple superficial doses of radiation to the affected areas, by 1980 the tumour covered most of the left buttock and extended on to the thigh. The tumour consisted of hyperkeratotic nodules, which were confluent in many areas. There was pronounced surrounding erythema. On the posterior thigh there was a large erythematous papillomatous plaque from which many warty excrescences protruded. In some areas the nodules were smooth and translucent; in other areas they were eroded or ulcerated. There was oedema of the left leg and genitalia. A further biopsy specimen showed malignant eccrine poroma.
The tumour was excised and a split skin graft applied. This first graft failed and severe necrotising Accepted for publication 30 April 1986 fasciitis with some underlying myonecrosis subsequently occurred. After this infection had been treated regrafting was successfully performed. The patient returned 10 months later with recurrent tumour at the edges of the graft and oedema of the left leg and genitalia. In view of the failure of surgery to cure the disease further radiotherapy was performed. Over the next two years the tumour continued to spread slowly, despite radiotherapy and a further attempt at excision and skin grafting, and became ulcerated in the left groin. The patient was readmitted to hospital in January 1983 with tumour now affecting most of the left buttock, groin, and thigh, with extension on to the lower abdomen ( fig  I a) noticed a "mole" in that area for many years but she had now developed an ulcer 2-5 cm in diameter, which was surrounded by erythematous skin. A biopsy was performed and showed malignant eccrine poroma. Intraepidermal cell nests are a common feature of malignant eccrine poroma but are seen in many other skin tumours. 3 In this tumour the epidermotropism is probably caused by the intrinsic nature of the neoplastic cells, which originate from the intraepidermal portion of the eccrine sweat duct. This type of spread may explain the tendency for the tumour to recur after surgical excision or radiotherapy and also its propensity for infiltration into adjacent skin, so that ultimately large areas of skin are affected. In case 1 the tumour spread directly into the pelvic cavity and extended to the contralateral iliac vein. Similar direct extension to the pelvis has been reported before.7
In the case of metastasising malignant eccrine poroma radiotherapy has been uniformly unsuccessful in treating the primary skin lesion. In case 1 4 The malignant counterpart of an eccrine poroma is variously called an epidermotropic eccrine carcinoma,1 an eccrine porocarcinoma,"3 or a malignant eccrine poroma.5 6 Although we favour the last term because of its simplicity, we think it is more important to distinguish this tumour from other malignant eccrine tumours than to dispute terminology. Only by strict classification of the malignant eccrine tumours will progress be made in assessing treatment and prognosis.
